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Abstract Different hepatitis C virus (HCV) genotypes
exhibit differences in disease pathogenesis and progres-
sion, as well as disease outcomes and response to therapy.
Tracking the change of HCV genotypes in various epide-
miological settings is critical for both disease surveillance
and the development of improved antiviral treatment. Here,
we tracked the changes in the prevalence of the HCV
genotypes in China between 2004-2007 and 2008-2011.
HCV-RNA-positive sera were collected from volunteer
blood donors during the period 2008-2011. The genotypes
were determined by phylogenic analysis using the NS5B
and E1 sequences. Geographical and demographic distri-
bution patterns related to the HCV genotypes obtained in
2008-2011 were compared with our previous study, which
recorded data in the period 2004-2007. Pearson chi-square
test and t-test were used to statistically analyze the results.
In 2008-2011, HCV subtypes 1b and 6a were detected in
43.8 % (184/420) and 34.3 % (144/420), respectively. The
male/female ratio was found to be higher for HCV geno-
type 6 than for genotypes 1 and 2. When compared with the
period of 2004-2007, although no significant difference
was found in gender or age for genotypes 1, 2, 3 and 6, the
subtype 6a frequency was significantly increased from
11 % to 26.5 % in the blood donors from outside of
Guangdong Province in 2008-2011. A pattern of increase
in HCV subtype 6a was found in blood donors outside of
Guangdong Province, indicating that HCV subtype 6a has
rapidly spread from Guangdong to other regions of China
over the past 10 years.
Introduction
Hepatitis C virus (HCV) is one of the major causative
agents of chronic liver disease [1]. HCV is classified into 7
genotypes and 67 subtypes [2] based on genetic diversity.
Subtype 1b is prevalent worldwide [3], while the other
genotypes are typically confined to regional epidemics. In
brief, subtype 1a is most commonly seen in the USA [4];
subtype 2a and 2b are predominant in North America,
Europe and Japan [5–7]; HCV-3 (predominantly 3a) is the
most prevalent genotype in India and Pakistan [8, 9];
genotype 4 is often found in the Middle East and Africa
[3]; subtype 5a accounts for at least 50 % of the infections
in South Africa [10] and genotype 6 (HCV-6) is frequently
seen in southern China and Southeast Asia [11–13]. Fur-
thermore, the genotype reportedly confers a different
individual response to the commonly used combination
therapy interferon (IFN) ? ribavirin (RBV). For instance,
genotype 1 was shown to be refractory compared with the
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responses of genotypes 2 and 3 [14, 15]. With the recent
availability of two newly approved direct-acting antiviral
(DAA) drugs (telaprevir and boceprevir), patients infected
with genotype 1 have exhibited an increased sustained
virologic response (SVR) rate in short courses of treatment
[16]. At present, there is no standard therapeutic regimen
for patients infected with genotype 6.
HCV genotype prevalence varies in different periods,
even within a geographic region. In Poland, the preva-
lence of subtype 1b decreased, while subtype 3a
increased, over the past two decades [17]; in Germany,
subtype 1b has gradually come to replace subtype 1a over
the last 20 years since 1994 [18], while the prevalence of
genotype 1 decreased during the periods 1996-2006 in
Austria [19] and 1970-1990 in France [20]. Changes in
human migration flow and transmission route are report-
edly the major factors driving the variation in genotype
prevalence [18, 20].
In China, the prevalence of anti-HCV (using a second-
generation UBI enzyme-linked immunoassay) was esti-
mated to be 3.2 % (*40 million) in the Chinese population
[21]. In general, approximately 75 % of HCV-infected
individuals go on to develop chronic hepatitis, of which
5-10 % eventually progress to cirrhosis or hepatocellular
carcinoma [21, 22]. At present, 1b and 2a are the major
HCV subtypes circulating in China, especially in the North
and West [13, 23]. A population-based genetic estimate
suggested that the subtype 1b major clusters A and B were
introduced into China during the period 1966-1976 [24],
followed by an increased prevalence of subtype 2a across
the nation [25, 26]. The prevalence of subtype 2a decreased
after 1994 when the IFN therapy for HCV treatment was
implemented in China [27]. Subtype 6a was initially
detected in Guangzhou in the Pearl River Delta region of
South China in 2002 [13] and has become one of the
dominant subtypes in this region since 2004 [28]. Given the
economic importance of the Pearl River Delta region,
located in Guangdong Province, it is speculated that the
continuous socio-economic advancement and migration
flow in this region may be influencing the genotype dis-
tribution pattern of HCV at both the local and national
level.
Epidemiological monitoring of HCV genotype changes
is critical to appropriately target disease control and pre-
vention. Here, we report HCV genotype changes in China
during two distinct time periods (2004-2007 and
2008-2011) and show that the subtype 6a frequency was
significantly higher among blood donors in provinces other
than Guangdong in the period 2008-2011 than it was in
2004-2007. This shift in HCV genotype indicates that more
attention should be paid to subtype 6a, which has emerged
in recent years in China, for the purpose of clinical drug
and therapy research.
Materials and methods
Blood donors and samples
From December 2008 to August 2011, 770 serum samples
that were HCV antibody positive by routine screening were
collected from Chinese volunteer blood donors. HCV RNA
was detected as described previously [29], which gave
positive results for 501 donors [29]. This study has been
approved by the Institutional Review Board at the Gu-
angzhou Blood Center, and the guidelines set by this board
were strictly followed. The physicians ensured that indi-
viduals were personally interviewed to assure their com-
plete understanding of the informed consent, and the
participants provided their written consent. The study
protocol conformed to the ethical guidelines of the 1975
Declaration of Helsinki and was approved by the Medical
Ethics Committee of the Guangzhou Blood Center. Four
hundred twenty samples with available genotyping infor-
mation were used in further analyses. These 420 donors
were stratified into Guangdong and non-Guangdong groups
according to their province of birth. The 2004-2007 cohort
was described in our pervious study [28].
HCV RNA preparation and RT-PCR amplification
Viral RNA was extracted from 150 ll of serum using a
QIAamp Viral RNA Mini Kit (QIAGEN Inc, Valencia,
CA, USA). Reverse transcription PCR (RT-PCR) was
performed using a k1622 First Strand cDNA Synthesis Kit
(Fermentas, CA, USA) according to the manufacturer’s
protocol. The cDNA was amplified using a nested PCR
with E1- and NS5B-specific primers as described previ-
ously [28].
HCV genotyping and phylogenetic analysis
The amplified products were sequenced using an Applied
Biosystems (ABI) PRISM Big Dye Terminator Cycle
Sequencing Ready Reaction Kit, Version 3.1 (Applied
Biosystems, Foster City, CA, USA). The resulting
sequences were aligned using BioEdit 5.0.9 (http://www.
mbio.ncsu.edu/BioEdit/bioedit.htlm). Phylogenetic analy-
ses were performed in MEGA 5, as described previ-
ously [30]. The neighbor-joining approach (using the
HKY?I?C6 substitution mode) with 500 iterations of
bootstrap sampling was performed. HCV genotype refer-
ence sequences were retrieved from the HCV database
(http://hcv.lanl.gov/content/sequence/HCV/ToolsOutline.
html). The following sequences in GenBank were used as
references in the phylogenetic analysis: M62321 (1a),
M58335(1b), D14853 (1c), AB047639,D00944 (2a),
D10988 (2b), D50409 (2c), D17763 (3a), D49374 (3b),
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D63821 (3k), Y12083 (6a), D84262 (6b), EF424629 (6c),
D84263 (6d), DQ314805 (6e), DQ278893 (6k), DQ278894
(6n), EF108306(7a).
Statistical analysis
Statistical calculations were performed using SPSS for
Windows, version 16.0 (SPSS, Chicago, IL, USA). The
chi-square test was used to compare the HCV genotype
differences between the 2004-2007 and 2008-2011 cohorts.
Fisher’s exact test was used when the chi-square test
condition was not satisfied. The mean age between the two
cohorts was examined using Student’s t-test. P\0.05 was
considered to be statistically significant in all tests.
Results
Characteristics of the 2008-2011 cohort population
The geographic distribution of Guangdong Province and
the other study regions in China are shown in Fig. 1. The
age, gender and geographical information are summarized
in Table 1. Of the 420 HCV-infected blood donors, 80.5 %
(338/420) were male and 19.5 % (82/420) were female,
while 61.4 % (258/420) were from Guangdong and 38.6 %
(162/420) from other regions. Based on the policy for
voluntary blood donation in China, donors aged 18-55
years were recruited. The mean age of the donors was 32.7
± 8.9 years.
Genotyping information of the 2008-2011 cohort
Both E1 and NS5B sequences were obtained from 403
samples. For three samples, only the E1 sequence was
obtained, and for 14 samples, only the NS5B sequence was
obtained. The genotypes of these sequences included 1a,
1b, 2a, 3a, 3b, 6a, 6n and 6e (Supplemental Figure 1a and
b), from which partial NS5B and E1 HCV sequences were
obtained previously [31]. Of these sequences, 1b and 6a
were the major subtypes (43.8 % and 34.3 %, respec-
tively), followed by 3a (8.3 %), 2a (7.6 %), 3b (5 %), 1a
(0.5 %), 6n (0.3 %) and 6e (0.2 %). No co-infection or
recombination between genotypes or subtypes was found in
this study (Table 1).
We observed a significant difference in subtype preva-
lence between Guangdong and non-Guangdong donors
(v2=33.570, P= 2.97E-6) in 2008-2011. Subtype 6a was
more common among the Guangdong donors (v2=7.235,
P=0.007), while subtype 2a was more common in the non-
Guangdong donors (v2=22.872, P=1.73E-06). The male/
female ratio was higher in genotype 6 than in the genotype
2 (v2=7.089, P=0.008) or genotype 1 group (v2=5.806,
P=0.016). There was no significant difference in genotype
distribution between the younger (\40 years) and older
donor groups (C40 years) (v2=7.389, P=0.06).
Fig. 1 The geographic location of Guangdong Province and surrounding regions in China. The highlighted provinces shown in the diagram were
included in the present study
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Comparison of the genotype distribution pattern
between the 2004-2007 and 2008-2011 cohorts
In order to examine the potential genotype shift in HCV
that might have taken place in China in recent years, the
2008-2011 cohort was compared to the previously reported
2004-2007 cohort [28]. In the latter case, subtypes 1a, 1b,
2a, 3a, 3b and 6a among the Guangdong donors accounted
for 2.1 %, 31.0 %, 4.1 %, 7.6 %, 5.5 % and 49.7 % of all
of the subtypes, respectively. Among the non-Guangdong
donors, subtype 1b, 2a, 3a, 3b, 6a, 6n and 6e accounted for
57.1 %, 13.2 %, 4.4 %, 9.9 %, 11.0 %, 2.2 % and 2.2 %,
respectively [28]. Between the 2004-2007 and 2008-2011
cohorts, there was no significant difference in subtype
distribution among the Guangdong donors (v2=11.569,
P=0.058), while the non-Guangdong donors did show
significant differences (v2=14.990, P=0.023). In particular,
subtype 6a became significantly more prevalent in the
2008-2011 cohort of non-Guangdong donors (v2=8.513,
P=0.004) (Fig. 2).
The mean age of the 2008-2011 cohort was lower than
that of the 2004-2007 cohort (32.7 ± 8.9 years vs. 34.4 ±
6.8 years [28], P\0.01). No significant difference was
found in the groups stratified by gender (male vs. female)
or age (\40 years vs. C40 years) for genotype 1, 2, 3 and 6
between the two cohorts (Figs. 3 and 4).
Discussion
Approximately 3.2 % (40 million) of the Chinese popula-
tion are HCV infected [21]. This number has continued to
increase in recent years due to migration and changes in
the routes of transmission. With no effective vaccine or
post-exposure prophylaxis for HCV treatment, limiting
transmission is a primary strategy for the prevention and
control of HCV epidemics. Importantly, epidemiological
surveillance of HCV transmission routes is instrumental in
tracking the dynamics of viral changes in various epide-
miological settings [32–34]. In this study, we report the
genotype differences between two time periods, 2004-2007
and 2008-2011, in one of China’s HCV epicenters,
Guangdong Province.
Guangdong Province is located in the southeast of
China, neighboring the Guangxi, Hong Kong, Macau and
Fujian regions (Fig. 1). This was the first region in China to
undergo economic reform in 1978, resulting in profound
social change and an influx of millions of immigrant
workers [35]. These changes undoubtedly influenced the
epidemiology of infectious diseases, both locally, and in
China as a whole. While the ‘‘imported’’ subtype 6a was
initially detected in Guangdong Province, the distribution
Table 1 HCV genotype information for the 2008-2011 cohort
Genotype Subtype (n) Region Gender Age
Guangdong
n (%)








Genotype 1 1a (2) 1 (0.4) 1 (0.6) 144 (77.4) 42 (22.6) 133 (71.5) 53 (28.5)
1b (184) 113 (43.8) 71 (43.8)
Genotype 2 2a (32) 7 (2.7) 25 (15.4) 22 (68.8) 10 (31.2) 19 (59.4) 13 (40.6)
Genotype 3 3a (35) 26 (10.1) 9 (5.6) 44 (78.6) 12 (21.4) 46 (82.1) 10 (17.9)
3b (21) 9 (3.5) 12 (7.4)
Genotype 6 6a (144) 101 (39.1) 43 (26.5) 128 (87.7) 18 (12.3) 114 (78.1) 32 (21.9)
6n (1) 0 (0) 1 (0.6)
6e (1) 1 (0.4) 0 (0)
Total 420 258 (100) 162 (100) 338 (80.5) 82 (19.5) 312 (74.3) 108 (25.7)
v2, P-value 33.570, 2.97E-6* 8.846, 0.031 7.389, 0.06
The results are stratified by gender, age and geographic region
* Data were obtained by Fisher’s exact test
Fig. 2 HCV genotype distribution in the Guangdong and non-
Guangdong donors between the 2004-2007 and 2008-2011 cohorts.
Subtype 6a was more common in the non-Guangdong region in the
period 2008-2011 than 2004-2007. Subtype 1b exhibited a marginal
decrease in the non-Guangdong region during 2008-2011
3234 X. Rong et al.
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pattern of the HCV genotype has changed in China. In this
study, we found that in the non-Guangdong regions, HCV
subtype 1b was less commonly found during 2008-2011
than in the 2004-2007 period (v2=4.136, P=0.042). But this
difference was not significant after Bonferroni correction,
with P not less than 0.01. In line with our results, the
prevalence of subtype 1b was also found to have decreased
in two cities of central China: Chongqing, during
1992-2011, and Xi’an, during 2000-2009 [36, 37]. The
trend of a decreasing subtype 1b was also reportedly
observed over the last 5-10 years in other Asian countries,
as well as in Australia and Egypt [19].
The factors driving the decreasing prevalence of subtype
1b in Guangdong Province are not clear. One plausible
explanation is a change in the transmission route from blood
transfusion and/or blood products, operations, surgeries and
dental procedures to a route of intravenous drug use (IVDU)
and high-risk sexual behavior (HRSB) [18, 20]. Since 1998,
improved control of blood transfusion in China has
decreased HCV transmission by the general route that was
mostly associated with subtype 1b over the other subtypes.
Furthermore, the decreased prevalence of subtype 1b may
be beneficial in terms of treatment outcome. Genotype 1 has
been shown to be more often refractory to treatment than
genotypes 2 and 3. Genotype 1, especially subtype 1b, was
shown to have only a 55 % average response rate to IFN and
RBV therapy, while this rate was much higher (70 %) in
cases of infection with genotypes 2 and 3 [14, 15].
The present study also identified an increasing preva-
lence of subtype 6a in donors originating from provinces
other than Guangdong, suggesting an outward flux of 6a
from Guangdong to other regions of China. This is one of
the few studies that have examined the distribution change
of subtype 6a in China or Southeast Asia. Subtype 6a in
China was estimated to have been transmitted via the
IVDU route from Vietnam to the Chinese provinces of
Guangxi and then to Guangdong [35]. Our previous study
also showed the subtype-6a-infected population expanded
from IVDU to the general population, and subtype 6a is
largely responsible for the regional epidemic in Guangdong
Province [30]. In the 2008-2011 cohort reported here, we
found that the prevalence of subtype 6a was increasing in
the non-Guangdong regions, indicating that 6a has spread
from Guangdong to other regions. One piece of supporting
evidence is that genotype 6 was previously found to have
spread via the IVDU route to Hong Kong, a region in close
proximity to Guangdong [33, 34]. Factors driving the
increasing prevalence of subtype 6a in the non-Guangdong
region may include socio-economic development and
migration between Guangdong and other regions in China.
Additionally, the higher viral load found in subtype-6a-
infected patients compared to genotype-2- or 3-infected
patients may also contribute to a higher transmission rate of
subtype 6a [31, 38]. Hence, once subtype 6a was estab-
lished in the non-Guangdong regions, it may have gradu-
ally overtaken the other subtypes. This study demonstrates
Fig. 3 Gender distribution of
genotypes 1, 2, 3 and 6 in the
2004-2007 and 2008-2011
cohorts. No significant
difference was found in the
groups stratified by gender
(male vs. female) for genotypes
1, 2, 3 and 6 between the two
cohorts
Fig. 4 Age distribution of
genotypes 1, 2, 3 and 6 between
the 2004-2007 and 2008-2011
cohorts. No significant
difference was found in the
groups stratified by age
(\40 years vs. C40 years) for
genotypes 1, 2, 3 and 6 between
the two cohorts
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an increasing prevalence of subtype 6a in the non-Guang-
dong region and underscores the importance of continuous
surveillance of subtype 6a for the purpose of designing
genotype-specific therapies. Previously, several studies
reported that treatment using IFN and RBV therapy for 24
or 48 weeks appeared to have a similar response rate in
patients infected with genotypes 2, 3 and 6, but it was
higher in the case of genotype 1 patients [39–42]. How-
ever, in European and North American clinical practice,
genotype 6 infections are treated according to protocols
used for genotype 1 because of the lack of treatment effi-
cacy data on genotype 6 [43].
In the present study, we also observed that the median
age of the 2008-2011 cohort was younger than that in
2004-2007. This might be caused by the change in the
HCV transmission route from blood transfusion to IVDU
and sexual transmission (especially from men to men,
MSM) in young people in Europe, the United States,
Australia and Southern China over the past 5-10 years [44–
46]. Our study highlights the critical importance of effec-
tive HCV prevention and control strategies among young
people, in particular focusing on the IVDU and MSM
transmission routes.
In conclusion, a significant temporal change in the
prevalence of HCV genotypes over time has recently taken
place in China. This study provides important information
for the development of improved HCV prevention and
control strategies.
Acknowledgments This work was supported by The Key Medi-
cal Disciplines and Specialties Program of Guangzhou, a grant from
the University of Georgia Research Fund [10793GR002], a grant from
The 12th Five-Year National Science & Technology Major Project
(No. 2012ZX10004702), a grant from Major Project of Guangzhou
Bureau of Health (No. 20141A031001) and a grant from the National
Natural Science Foundation of China (No. 81273145). The funding
agencies had no role in study design, data collection and analysis,
decision to publish, or preparation of the manuscript.
Conflict of interest The authors declare that they have no conflict
of interest.
Open Access This article is distributed under the terms of the
Creative Commons Attribution License which permits any use, dis-
tribution, and reproduction in any medium, provided the original
author(s) and the source are credited.
References
1. Global Burden of Hepatitis C Working Group (2004) Global
burden of disease (GBD) for hepatitis C. J Clin Pharmacol
44(1):20–29
2. Smith DB, Bukh J, Kuiken C, Muerhoff AS, Rice CM, Stapleton
JT, Simmonds P (2014) Expanded classification of hepatitis C
virus into 7 genotypes and 67 subtypes: updated criteria and
genotype assignment Web resource. Hepatology 59:318–327
3. Simmonds P, Bukh J, Combet C, Deleage G, Enomoto N, Fein-
stone S, Halfon P, Inchauspe G, Kuiken C, Maertens G, Mizo-
kami M, Murphy DG, Okamoto H, Pawlotsky JM, Penin F,
Sablon E, Shin IT, Stuyver LJ, Thiel HJ, Viazov S, Weiner AJ,
Widell A (2005) Consensus proposals for a unified system of
nomenclature of hepatitis C virus genotypes. Hepatology
42:962–973
4. Mahaney K, Tedeschi V, Maertens G, Di Bisceglie AM, Vergalla
J, Hoofnagle JH, Sallie R (1994) Genotypic analysis of hepatitis
C virus in American patients. Hepatology 20:1405–1411
5. Grassi E, Aghemo A (2013) How to optimize HCV therapy in
genotype 2 patients. Liver Int 33(Suppl 1):35–40
6. Lagging M, Rembeck K, Rauning Buhl M, Christensen P, Dal-
gard O, Farkkila M, Hellstrand K, Langeland N, Lindh M, Westin
J, Norkrans G (2013) Retreatment with peg-interferon and riba-
virin in patients with chronic hepatitis C virus genotype 2 or 3
infection with prior relapse. Scand J Gastroenterol 48:839–847
7. Abe H, Aida Y, Ishiguro H, Yoshizawa K, Seki N, Miyazaki T,
Itagaki M, Sutoh S, Ika M, Kato K, Shimada N, Tsubota A,
Aizawa Y (2013) New proposal for response-guided peg-inter-
feron-plus-ribavirin combination therapy for chronic hepatitis C
virus genotype 2 infection. J Med Virol 85:1523–1533
8. Inamullah IM, Ahmed H, Sajidulg AM, Ali L, Ahmed A (2011)
Hepatitis C virus genotypes circulating in district Swat of Khyber
Pakhtoonkhaw, Pakistan. Virol J 8:16
9. Chakravarti A, Ashraf A, Malik S (2013) A study of changing
trends of prevalence and genotypic distribution of hepatitis C
virus among high risk groups in North India. Indian J Med
Microbiol 31:354–359
10. Verbeeck J, Maes P, Lemey P, Pybus OG, Wollants E, Song E,
Nevens F, Fevery J, Delport W, Van der Merwe S, Van Ranst M
(2006) Investigating the origin and spread of hepatitis C virus
genotype 5a. J Virol 80:4220–4226
11. Akkarathamrongsin S, Praianantathavorn K, Hacharoen N,
Theamboonlers A, Tangkijvanich P, Tanaka Y, Mizokami M,
Poovorawan Y (2010) Geographic distribution of hepatitis C
virus genotype 6 subtypes in Thailand. J Med Virol 82:
257–262
12. Nguyen NH, Vutien P, Trinh HN, Garcia RT, Nguyen LH,
Nguyen HA, Nguyen KK, Nguyen MH (2010) Risk factors,
genotype 6 prevalence, and clinical characteristics of chronic
hepatitis C in Southeast Asian Americans. Hepatol Int 4:523–529
13. Lu L, Nakano T, He Y, Fu Y, Hagedorn CH, Robertson BH
(2005) Hepatitis C virus genotype distribution in China: pre-
dominance of closely related subtype 1b isolates and existence of
new genotype 6 variants. J Med Virol 75:538–549
14. Manns MP, McHutchison JG, Gordon SC, Rustgi VK, Shiffman
M, Reindollar R, Goodman ZD, Koury K, Ling M, Albrecht JK
(2001) Peginterferon alfa-2b plus ribavirin compared with inter-
feron alfa-2b plus ribavirin for initial treatment of chronic hep-
atitis C: a randomised trial. Lancet 358:958–965
15. Fried MW, Shiffman ML, Reddy KR, Smith C, Marinos G,
Goncales FL Jr, Haussinger D, Diago M, Carosi G, Dhumeaux D,
Craxi A, Lin A, Hoffman J, Yu J (2002) Peginterferon alfa-2a
plus ribavirin for chronic hepatitis C virus infection. N Engl J
Med 347:975–982
16. Casey LC, Lee WM (2013) Hepatitis C virus therapy update. Curr
Opin Gastroenterol 29:243–249
17. Chlabicz S, Flisiak R, Kowalczuk O, Grzeszczuk A, Pytel-Kro-
lczuk B, Prokopowicz D, Chyczewski L (2008) Changing HCV
genotypes distribution in Poland–relation to source and time of
infection. J Clin Virol 42:156–159
18. Ross RS, Viazov S, Renzing-Kohler K, Roggendorf M (2000)
Changes in the epidemiology of hepatitis C infection in Germany:
shift in the predominance of hepatitis C subtypes. J Med Virol
60:122–125
3236 X. Rong et al.
123
19. Maieron A, Metz-Gercek S, Hackl F, Luger C, Ziachehabi A,
Strauss R, Schofl R, Mittermayer H (2010) Chronic hepatitis C in
Austria, 1992-2006: genotype distribution and demographic fac-
tors. Euro Surveill 15:19492
20. Bourliere M, Barberin JM, Rotily M, Guagliardo V, Portal I,
Lecomte L, Benali S, Boustiere C, Perrier H, Jullien M, Lambot
G, Loyer R, LeBars O, Daniel R, Khiri H, Halfon P (2002)
Epidemiological changes in hepatitis C virus genotypes in
France: evidence in intravenous drug users. J Viral Hepat
9:62–70
21. Tanaka M, Katayama F, Kato H, Tanaka H, Wang J, Qiao YL,
Inoue M (2011) Hepatitis B and C virus infection and hepato-
cellular carcinoma in China: a review of epidemiology and
control measures. J Epidemiol 21:401–416
22. Lavanchy D (2009) The global burden of hepatitis C. Liver Int
29(Suppl 1):74–81
23. Ding X, Gu H, Zhong ZH, Zilong X, Tran HT, Iwaki Y, Li TC,
Sata T, Abe K (2003) Molecular epidemiology of hepatitis
viruses and genotypic distribution of hepatitis B and C viruses in
Harbin, China. Jpn J Infect Dis 56:19–22
24. Nakano T, Lu L, He Y, Fu Y, Robertson BH, Pybus OG (2006)
Population genetic history of hepatitis C virus 1b infection in
China. J Gen Virol 87:73–82
25. Wu RR, Mizokami M, Lau JY, Ohno T, Fang ZX, Ohba K, Wu
XS, Hata A, Sasaki M, Iino S (1995) Seroprevalence of hepatitis
C virus infection and its genotype in Lanzhou, western China.
J Med Virol 45:174–178
26. Holland PV, Barrera JM, Ercilla MG, Yoshida CF, Wang Y, de
Olim GA, Betlach B, Kuramoto K, Okamoto H (1996) Geno-
typing hepatitis C virus isolates from Spain, Brazil, China, and
Macau by a simplified PCR method. J Clin Microbiol
34:2372–2378
27. Hwang SJ, Lee SD, Chan CY, Lu RH, Lo KJ (1994) A ran-
domized controlled trial of recombinant interferon alpha-2b in the
treatment of Chinese patients with acute post-transfusion hepatitis
C. J Hepatol 21:831–836
28. Fu Y, Wang Y, Xia W, Pybus OG, Qin W, Lu L, Nelson K (2011)
New trends of HCV infection in China revealed by genetic
analysis of viral sequences determined from first-time volunteer
blood donors. J Viral Hepat 18:42–52
29. Fu Y, Xia W, Wang Y, Tian L, Pybus OG, Lu L, Nelson K (2010)
The seroprevalence of hepatitis C virus (HCV) among 559,890
first-time volunteer blood donors in China reflects regional het-
erogeneity in HCV prevalence and changes in blood donor
recruitment models. Transfusion 50:1505–1511
30. Fu Y, Qin W, Cao H, Xu R, Tan Y, Lu T, Wang H, Tong W,
Rong X, Li G, Yuan M, Li C, Abe K, Lu L, Chen G (2012) HCV
6a prevalence in Guangdong province had the origin from Viet-
nam and recent dissemination to other regions of China: phy-
logeographic analyses. PLoS One 7:e28006
31. Rong X, Lu L, Wang J, Xiong H, Huang J, Chen J, Huang K, Xu
R, Wang M, Zhang X, Guo T, Liu Y, Gao G, Fu Y, Nelson KE
(2012) Correlation of viral loads with HCV genotypes: higher
levels of virus were revealed among blood donors infected with
6a strains. PLoS One 7:e52467
32. Dong ZX, Zhou HJ, Wang JH, Xiang XG, Zhuang Y, Guo SM,
Gui HL, Zhao GD, Tang WL, Wang H, Xie Q (2012) Distribution
of hepatitis C virus genotypes in Chinese patients with chronic
hepatitis C: correlation with patients’ characteristics and clinical
parameters. J Dig Dis 13:564–570
33. Seto WK, Lai CL, Fung J, Hung I, Yuen J, Young J, Wong DK,
Yuen MF (2010) Natural history of chronic hepatitis C: genotype
1 versus genotype 6. J Hepatol 53:444–448
34. Li CS, Chan PK, Tang JW (2009) Molecular epidemiology of
hepatitis C genotype 6a from patients with chronic hepatitis C
from Hong Kong. J Med Virol 81:628–633
35. Beach MV (2001) ‘‘Blood heads’’ and AIDS haunt China’s
countryside. Lancet 357:49
36. Yan Z, Fan K, Wang Y, Fan Y, Tan Z, Deng G (2012) Changing
pattern of clinical epidemiology on hepatitis C virus infection in
southwest china. Hepat Mon 12:196–204
37. Yue QH, Zhang XQ, Shang Y, Chen YZ, Sun WL, Su MQ, Mu
SJ, Hao XK, Hu XB (2010) Anti-HCV reactive volunteer blood
donors distribution character and genotypes switch in Xi’an,
China. Virol J 7:186
38. Sulkowski MS, Ray SC, Thomas DL (2002) Needlestick trans-
mission of hepatitis C. Jama 287:2406–2413
39. Fung J, Lai CL, Hung I, Young J, Cheng C, Wong D, Yuen MF
(2008) Chronic hepatitis C virus genotype 6 infection: response to
pegylated interferon and ribavirin. J Infect Dis 198:808–812
40. Hui CK, Yuen MF, Sablon E, Chan AO, Wong BC, Lai CL
(2003) Interferon and ribavirin therapy for chronic hepatitis C
virus genotype 6: a comparison with genotype 1. J Infect Dis
187:1071–1074
41. Nguyen NH, VuTien P, Garcia RT, Trinh H, Nguyen H, Nguyen
K, Levitt B, Nguyen MH (2010) Response to pegylated interferon
and ribavirin in Asian American patients with chronic hepatitis C
genotypes 1 vs 2/3 vs 6. J Viral Hepat 17:691–697
42. Lam KD, Trinh HN, Do ST, Nguyen TT, Garcia RT, Nguyen T,
Phan QQ, Nguyen HA, Nguyen KK, Nguyen LH, Nguyen MH
(2010) Randomized controlled trial of pegylated interferon-alfa
2a and ribavirin in treatment-naive chronic hepatitis C genotype
6. Hepatology 52:1573–1580
43. Patel K, Muir AJ, McHutchison JG (2006) Diagnosis and treat-
ment of chronic hepatitis C infection. Bmj 332:1013–1017
44. Garten RJ, Lai S, Zhang J, Liu W, Chen J, Vlahov D, Yu XF (2004)
Rapid transmission of hepatitis C virus among young injecting
heroin users in Southern China. Int J Epidemiol 33:182–188
45. van de Laar T, Pybus O, Bruisten S, Brown D, Nelson M, Bha-
gani S, Vogel M, Baumgarten A, Chaix ML, Fisher M, Gotz H,
Matthews GV, Neifer S, White P, Rawlinson W, Pol S, Rockstroh
J, Coutinho R, Dore GJ, Dusheiko GM, Danta M (2009) Evidence
of a large, international network of HCV transmission in HIV-
positive men who have sex with men. Gastroenterology
136:1609–1617
46. Murakami J, Nagata I, Iitsuka T, Okamoto M, Kaji S, Hoshika T,
Matsuda R, Kanzaki S, Shiraki K, Suyama A, Hino S (2012) Risk
factors for mother-to-child transmission of hepatitis C virus:
maternal high viral load and fetal exposure in the birth canal.
Hepatol Res 42:648–657
Shifts in HCV subtype in Chinese blood donors 3237
123
